school girl, aged 17. No family skin affection known. She enjoyed good health until an acute attack of tonsillitis in the beginning of March, 1929. During the attack red blotches developed on her face. The blotches enlarged and became darker and thicker, and, after a fortnight, similar red areas appeared on the hands and toes. At first the reddened areas were very tender, but the tenderness ceased as the thicken--ing rapidly developed. She was admitted to St. James's Hospital, Wandsworth, on April 18, 1929. She was not ill; her breath was offensive, but she complained of no pain or disability. Her skin was generally dry, sour-smelling, and harsh to touch. There was a uniform thickening of the skin of the middle face, smooth, immobile, hard to touch, moulded closely to the contour of the face, with a well-defined, narrow, reddened margin. It extended, as is well shown in the photograph (fig. 1 ) from the eyebrows to the chin. A similar condition covered both ears. The hands, feet, and elbows were also affected. The heels were encrusted with dome-shaped, FIG. 1. dark yellow, smooth callosities, having a vivid red, narrow,-iarly defined margin covering the whole anatomical heel. A similar cap of horn covered the balls of the feet. The extremities of the toes showed dome-like brown coverings of harsh, brownish-yellow horn, which could not be detached by scraping, and each lesion had a pinkish-red periphery. The palms of the hands (see fig. 2 ) showed several hard, dome-shaped lesions varying in extent from 1 cm. to several cm. in diameter, others capped the tips of the fingers as if they were shortened finger-stalls of horn. Precisely similar but smaller lesions were seen on the knuckles. There were black verrucose perineal and vulval skin thickenings, and moderate pityriasis of the scalp, which increased as time went on. General physical examination revealed no adenopathy, arthritis, visceral changes, or other abnormalities. There was no pyrexia; the urine was normal. The girl is, a virgin, and. rectal and vulval swabs showed no pus cellIs or gonococci.
FIG. 1. dark yellow, smooth callosities, having a vivid red, narrow,-iarly defined margin covering the whole anatomical heel. A similar cap of horn covered the balls of the feet. The extremities of the toes showed dome-like brown coverings of harsh, brownish-yellow horn, which could not be detached by scraping, and each lesion had a pinkish-red periphery. The palms of the hands (see fig. 2) showed several hard, dome-shaped lesions varying in extent from 1 cm. to several cm. in diameter, others capped the tips of the fingers as if they were shortened finger-stalls of horn. Precisely similar but smaller lesions were seen on the knuckles. There were black verrucose perineal and vulval skin thickenings, and moderate pityriasis of the scalp, which increased as time went on. General physical examination revealed no adenopathy, arthritis, visceral changes, or other abnormalities. There was no pyrexia; the urine was normal. The girl is, a virgin, and. rectal and vulval swabs showed no pus cellIs or gonococci. Blood-count Hiemoglobin, 86%; colour index 0*9. Total white cells, 8,400 per c.mm. Differential: Polymorphonuclears, 62 5% (band forms, 1P5%); eosinophils, 6 0%; basophils, 1 5%; myelocytes, 1 0%; lymphocytes, 23 5%; monocytes, 3 5%; Turk's cells, 0 5%. Wassermann reaction, negative.
On April 30, 1929, desquamation began on the face, and to-day the affected area is thickly covered with whitish adherent scales, but the mask has disappeared. Large leathery plaques have peeled from the feet, and desquamation of the horn is taking place on the elbows by the upcurling of thick fragments.
This condition is unique in my experience. In its clinical pictule it closely resembles keratodermia blenorrhagica. The discoid elbow lesions, the development after tonsillitis, and the severe pityriasis of the scalp, show it to be closely allied to psoriasis, of which it may well be an atypical, acute and severe attack.
I would suggest that it keeps open the question as to whether keratodermia blenorrhagica may not be an abnormal psoriatic manifestation.
I am indebted to Dr. W. L. Maccormac for the excellent photographs which are here reprod uced.
FI3. 2.
Discussion.-Dr. S. E. DORE said that the heaped-up scaly patches on the scalp pointed to the diagnosis of psoriasis. There was extreme horny thickening of the palms of the hands and the soles of the feet. He had not previously seen a case with the continuous horny thickening present in this case, but he could not suggest any other diagnosis.
Dr. DOUGLAS HEATH said that certain forms of keratosis of the feet were not uncommon in cases of chronic tonsillitis. If a seborrhoeic patient had acute tonsillitis, the seborrhceic condition was greatly aggravated. The distribution in the centre of the face in the present case was in favour of the eruption being of seborrhceic origin rather than of its being psoriasis. There were several acute diseases-for example influenza-in which there might be a curious desquamation of the feet. Dr. Stacey Wilson had drawn attention to the peeling of the feet which had occurred in an epidemic of influenza, and he (the speaker) had seen cases, both privately and in hospital practice, in which this peeling occurred.
One might say that the condition in the present case was a toxic manifestation on the hands, feet and elbows. He did not think the horny thickening was of the psoriatic type. After. the brown part had been scraped away there was still a massiveness of scale and an intense horny peeling. At the meeting of the British. Association of Dermatology at Birmingham, in 1926, he had shown several cases with marked keratosis on the soles of the feet, in association with sepsis of the nose and throat, and he thought that the condition in the present case was an extraordinarily acute toxic effect, due to the recent attack of tonsillitis which had activated the seborrhceic condition, and at the same time produced an unusual effect at the periphery. O'DoNoVAN).-(I) A. C., a married woman, aged 46, for two years had suffered from frequent headaches. Pain radiated from neck, over occiput to vertex. No vomiting; no visual disturbance. Eigbt months ago discoloured, irritating patch appeared on right temple, and similar patches on dorsa of feet. Lesion on temple spread down side of face to angle of jaw. Three months later other side of face became affected. Order of spread was the same, and eventually condition was symmetrical on face and neck. Similar lesions appeared on forearms and legs. Itching almost constant, limited to pigmented areas.
Menopause had occurred twelve months previously. Patient has had six children--five are alive and well; two miscarriages.
Admitted to hospital April 27, 1929. Healthy-looking brunette, with brown complexion, darker on sides of face and on neck. On close inspection the essential lesion was found to be a brown, or purplish-brown, rather translucent, macule 1 to 3 mm. in diameter, with well defined edges, and slightly depressed below the general surface of the skin. These were aggregated to form a finely reticulated pattern on the sides of the face and on the neck. In front of the ears the lesions were confluent, and more anteriorly the reticular pattern was coarser and more broken as it approached the central part of the face. A fine adherent scale was unevenly distributed on the pigmented areas.
Telangiectases almost absent. A rougher and more erythematous "chin-strap" area rather suggested lupus erythematosus.
No lesions in mouth; no enlarged glands. Similar mottling on forearms, more on extensor than on flexor surface. The lesions on the legs were much less marked; being merely pale, widely separated macules.
No definite abnormalities in other organs. Blood-pressure normal. Examination of blood, cerebrospinal fluid and gastric juice, and the Wassermann test all gave negative results. Suprarenal therapy has not yet been tried. Report on Histological Section of Skin from Neck.-There is a generaland almost uniform thinning of the epidermis, with several small areas of focal hyperkeratosis, in which are nucleated cells. The stratum granulosum is well formed, but the basal layer is poorly differentiated and many of the cells show advanced degeneration. Some of these cells are swollen and rather hyaline in structure, and may well be the hyaline bodies described by Civatte. Pigment granules are irregularly distributed in the cells of the basal layer. In the dermis there is a conspicuous absence of papillary processes, and there is a proliferation of fibroblasts. There are many focal collections of round cells, forming sleeves to the vessels and appendages. Iron-free pigment granules are scattered throughout the upper part of the dermis, and either lie loose or are found in stellate and spindle cells. There is a large cyst in the dermis, lined partly with epidermal cells and apparently derived from a hair follicle. Civatte described similar cavities in the dermis, which were lined with, or contained, epithelial cells.
(II) E. W., aged 48, a married woman, complained of severe headaches spreading over the back of the head to the vertex.
Eight months ago she noticed a brownish discoloration on the neck, which she attributed to exposure to the sun in the hop fields. The area did not itch, but ached and pricked.
Three children alive and well; six others died in infancy, from convulsions; several miscarriages. Wassermann reaction, negative.
